Background: Early adolescence is considered a critical period for the development of chronic and recurrent medically unexplained symptoms (MUS), and referrals and system-initiated patient trajectories often lead to an excess of examinations and hospitalizations in the cross-section between mental and somatic specialist care for this group of patients. Dimensions of the relationship and communication between clinician and patient are shown in primary care studies to be decisive for subsequent illness pathways, often creating adverse effects, but knowledge on clinical communication in specialist care is still scarce.
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Background
Medically unexplained symptoms (MUS) are those for which a treating physician or other healthcare providers have found no medical cause, or whose cause remains contested below [1] . Symptoms that have no definite medical diagnosis are common in all areas of primary care as well as in specialty medicine [2] . Surveys in primary care have reported prevalence rates of medically unexplained symptoms varying from 15 to 30% of consultations [3] [4] [5] [6] , and in specialist care the estimate has been as high as 52% [7] . In children and adolescents 10% to 30% report chronic somatic complaints [8] [9] [10] , and these symptoms have been found to cause substantial impairment on multiple domains in everyday life, often leading to huge personal and socioeconomic costs [7, 11] . Common symptoms include fatigue, musculoskeletal pain, abdominal pain, gastrointestinal symptoms and dizziness, and typical diagnoses that are included in the category of MUS are chronic fatigue syndrome [8] , fibromyalgia [12] and irritable bowel syndrome [9] . The symptoms are seen in all age groups, but early adolescence is considered a critical period for the development of chronic and recurrent somatic symptoms [13] . Most research on MUS and its inherent problems has concentrated on adults, but because symptoms often start in childhood and later develop into chronic somatization, there is growing attention to adolescents and children [14] [15] [16] [17] . In studies on adults, it has been shown that the encounter between patients and health professionals is decisive for subsequent illness aspects, often creating adverse, somatizing effects [18] [19] [20] . Somatic symptoms and syndromes are not limited to individual bodily sensations, but are processed and developed in relational clinical contacts and health encounters, e.g. by the physician's inclination to pursue somatic explanations and interventions [20, 21] or the patient's need for an acknowledged diagnosis [22, 23] . Various dimensions of the relationship between health care provider and patient increase the risk of 'dysfunctional encounters' and iatrogenic harm. For example, studies have found that patients often have difficulties explaining the complexity of their complaints and being heard [3, [24] [25] [26] , and that physicians experience difficulties in the communication and the relation with these patients and lack clear and consistent management strategies and clinical approaches [27] [28] [29] [30] . Diagnostics have been shown to be dependent upon the medical specialty that is consulted [31] , and referrals and system-initiated patient trajectories often lead to an excess of examinations and hospitalizations [32] . The health care provider's attitudes to patients with MUS have been demonstrated to play an important role [20, 33, 34] , and communication problems and challenges seem to arise when patient expectations and explanatory models of disease are incompatible [3, 24, 35] . Hence, a series of challenges and negative prospects have been shown to follow from encounters with patients with MUS in primary care, but knowledge on clinical communication in specialist care is still scarce.
Sociocultural dimensions in the understanding of MUS
From a positivist viewpoint, diseases are considered as observable, steady and true entities, with epistemological assumptions of universal, objective facts to be identified and predicted by standardized, deductive approaches and research methods where controlled observations yield objective certainty [36] . In line with this way of thinking, the paradigm of evidence-based medicine is widely accepted as a way to support practitioners in their decision-making in order to eliminate the use of ineffective, inappropriate, too expensive and potentially dangerous practices by finding, appraising and applying scientific evidence to the management of healthcare [37] .
Within a social constructionist framework, by contrast, medicine is understood as a cultural system: a system of symbolic meanings anchored in particular arrangements of social institutions and patterns of interpersonal interactions [38] . Clinical explanatory models provide a conceptual framework that allows clinician and patient to make sense of suffering and point towards possible solutions; the clinician therefore aims not only to convey objective knowledge of truth and objective certainty, but also to emotionally engage, support, motivate, change and empower the patient [39] . The language of medicine is thus not a mirror of the empirical world, but rather shaped by cultural values and different modes of knowledge, including empathetic, emotional and contextual knowledge [40] . The biopsychosocial model is one explanatory model where illness is understood as consisting of a dynamically intertwined and hierarchical system of sociocultural, mental and physiological components [41] . This model is often foregrounded as useful for the management of MUS, and is suggested as a key to patient-centered care, a framework that puts an emphasis on the therapeutic alliance, the personal experience of the patient and egalitarian doctor-patient relationships [42] . Within this framework, the aim is to reorient clinical practice around the understanding of and engagement with the patient as a person, from which follows systematic attention to the social and cultural world in which the patient lives [43] . By extension, this represents a movement away from "one-person medicine", where the application and therapeutic techniques are a fundamentally objective issue, to "two-person medicine", in which both the doctor's and the patient's subjectivity are an integral aspect of any satisfactory clinical descriptions [44] . This way of thinking has been influential in parts of specialist health care in Norway, mental health and physical medicine being typical examples.
MUS can be said to challenge the evidence-based approaches of biomedicine. In this study, our point of departure is that medical science is not only a natural science, but that it also, in its social and moral concerns, integrates elements of the human sciences [45] . Based on challenges in the intersection of evidence-based medicine and socio-cultural dimensions of clinical practice, we will explore communicative challenges specific to health encounters with adolescents with MUS, by taking a closer look at the explanatory models and rationales for clinical action that highly experienced and engaged professionals construct in order to overcome clinical uncertainty.
Methods
Design
The data consists of one focus group discussion with six participants, and ten individual interviews. The focus group discussion was held before the individual interviews, with the aim of familiarization with the field. The individual interviews were conducted later to obtain richer and more experience-near descriptions, and to make sure different views were represented in the data. Both individual interviews and the focus group discussion represented an interactional context for storytelling [46] . Stories are socially situated actions that are identitygiving [47] , drawing on overarching cultural frameworks that include notions about ontology (what the world is made up of ), epistemology (how knowledge can be acquired and verified) and morality (what is the right way to live one's life). Drawing on strands from narrative theory, we look at the narratives constructed in the context of the interview setting as performative events, focusing on stories as collective or collaborative productions that not only take place under particular social conditions, but are social actions that construct, legitimate and maintain social realities [48] .
Recruitment and sample
We recruited highly experienced and engaged professionals to explore their experiences with and views on communicative challenges in clinical encounters with adolescents with MUS. To obtain sufficient variation of descriptions, professionals with different occupational backgrounds were purposefully selected. Participants were recruited from different departments in the adolescent and child services at a Norwegian university hospital, i.e. units specializing in child psychiatry or mental health, pediatric pain, chronic fatigue, pediatric rheumatology and adolescent medicine. Initial contact was established with leaders of the different departments, followed by several scheduled meetings to give information about the study to possible participants. Those interested in participating wrote down their names and contact information, and further arrangements were made through e-mail correspondence and by phone. All participants encountered patients with MUS in their practices, and had + 5 years (average 13 years) of experience of treatment and/or assessment of patients between the ages of 12-23. The sample consisted of three men and 13 women; six physicians, six psychologists, one nurse, two physiotherapists, and one occupational therapist. Authors IPHG and KEK conducted the individual interviews, while authors SVØ and MBR led the focus group discussion.
Data collection
The focus group discussion lasted for 90 min and took place in a scheduled meeting at the research leader's workplace. Prior to the meeting, the participants were given information on the study and encouraged to recall memories of particular clinical encounters with young MUS patients that they had perceived as challenging or illuminating. Constructed clinical cases were used as an elicitation technique to spark the discussion and aid the recollection of events and experiences by the participants, and a discussion guide was utilized for follow-up questions and clarifications. Questions were concentrated on thoughts and perspectives on challenges in communication, difficulties regarding cooperation between clinicians at different levels of organizations, and barriers in individual clinical encounters between practitioner and patient. Solutions and future possibilities were also discussed. An observer took notes, summarized the overall impression at the end of the interview, and sought clarity to correct potential misunderstandings.
The individual interviews lasted between 45 and 90 min, and took place at the participants' workplaces to fit into their schedules. Interviews followed an interview guide where questions were formulated according to four research questions: (1) What is the general understanding of adolescents with MUS among health professionals working in specialist care? (2) How do they describe their experiences of working with these patients? (3) What are the main challenges that they encounter in their work? (4) How do they try to overcome these challenges?
All data were audio-recorded, anonymized and transcribed verbatim.
Analysis
Our research team has a background from clinical psychology and medical anthropology, and had previous experience of the ambiguity and uncertainty inherent in the process of diagnostics and treatment of adolescent patients presenting with MUS, both in the capacity as researchers and as clinicians. We were therefore interested in how highly experienced professionals try to solve the dilemma of clinical uncertainty and how they describe and try to overcome communication challenges.
Initial analysis was informed by general principles for thematic analysis, following the six-phased process of coding as formulated by Braun and Clarke [49] . The analysis was influenced by both inductive and deductive reasoning, being for example based on both primary material (i.e. interview transcripts) and secondary sources (i.e. a review of the literature). The process started with intense familiarization with the transcripts, followed by initial code generation, categorization of data into tentative themes, continuous reviewing of the themes before theme definition, and finally a narrative reporting of themes across cases (see Table 1 for an illustration of the analytical process and the generation of themes, subthemes, categories and subcategories).
The analysis was conducted with an explorative approach, moving back and forth between the different stages. Regular meetings between the first author and the other members of the research team provided a forum to discuss and explore data collection procedures, analytical approaches, and to develop emergent ideas and interpretations.
During this process, we became interested in performative actions as well as structural elements, and explored in greater detail how the accounts were produced interactively and dialogically and hence performed narratively [46] . In this process, we also started to look for less obvious voices, hidden or taken-for-granted discourses, paradoxes, gaps and indeterminate sections that related to shared discursive practices in social, cultural and theoretical contexts [48] . By engaging in this type of re-contextualization with the research material, a larger narrative emerged about clinical uncertainty in the context of health systems trying to integrate ideals from a biomedical and positivist framework of professional certainty and evidence-based medicine with more recent ideals from patient-centered care.
Results
In the following presentation of the results, we will provide a conceptual model of how the professionals responded to dilemmas in their everyday clinical practice, and how this translated to communicative challenges in individual encounters with the patients. The model consists of two different but connected themes: the epistemological paradox and the methodological paradox. The epistemological paradox describes two interrelated problems that both concern meaning making and interpretation: (1) finding a common language in trying to explain the unexplained, and (2) the creation of clinical prototypes and explanatory models. The methodological paradox describes the problem of combining expertise and uncertainty, and explores the devices that the professionals applied to resolve the crisis and uncertainty surrounding MUS, as represented through the two subthemes: (1) empathy and the dilemma of clinical uncertainty, and (2) the dilemma of the uncertain expert.
The epistemological paradox: Explaining the unexplained Language and the dilemma of explaining the unexplained "What we're supposed to do is examine the patients, then diagnose, and then give treatment based on the diagnosis to make sure they receive the best treatment. And here you have patients that you can't put in any category or boxes, and you don't understand it yourself, and the patient most certainly doesn't understand it. "
As illustrated by the quotation above, the translation of lived experience into clusters of potentially applicable symptoms and diagnostic categories as a basis for clinical action was not a straightforward process for patients with MUS. The problem of MUS was to find a common language that could help explain and frame the puzzling symptoms. As one of the professionals explained:
"The challenge in our work together is the language.
Do we understand each other?"
Without a shared language and understanding of the problems, the professionals' tasks became unclear and ambiguous, creating obstacles in the clinical encounter. Creating order in the disordered by naming the problems, finding explanations and agreeing on tasks and goals was an important requisite for the patient-professional dyad to function, e.g. by creating explanatory models, guidelines and frameworks that despite ambiguities could ascribe some sort of meaning to the symptoms, and rationalize a particular course of clinical action.
Many of the professionals distanced themselves from the biomedical model of disease as an explanatory model. They perceived it as too narrow in its approach and incapable of responding to the many challenges that they were facing in their everyday clinical practice. As one of the physiotherapists explained: The professionals distanced themselves from the biomedical metaphor of the body-as-machine, and used instead other metaphors to explain the patients' symptoms and their work. Their work was described as "a journey", "detective work" or "investigative journalism". A psychologist described how symptoms could be traced back to difficult life experiences, the body being a container for memories, leaving marks on the body: The professionals' understanding of symptoms was that they were metaphors for something else, the meaning of which could be uncovered in the clinical encounter. In this way, they did not see the symptoms as inexplicable, despite being medically unexplained.
"The biomedical dualistic approach is in stark contrast to the more holistic view that my discipline is based on. I mean phenomenology… Seeing connections… Understanding the human being in its bodily expressions, as something more than just a machine that comes in with a problem. "
To communicate their interpretations and explanations, however, was not an easy process, and several of them pointed out the limitations in the use of language for understanding and explaining the illness experience of their patients. They described how they had to be creative in the clinical encounters and in their communication strategies, for example by using visual tools like video or photographs. Many used drawings or figures to symbolize complex ideas, and others relied on metaphors as a rhetorical device.
A physiotherapist told a story about a patient with pelvic pain that she had worked with for several years; together they had created a metaphor for the patient's body as "a dead city". As their work progressed and the pain decreased, the city gradually became populated and full of life. Another professional told a story about a young boy with intense, debilitating headaches; here, they together came up with the metaphor for the symptoms as "a wild party". This had enabled them to talk about what a wild party meant for the boy, and eventually his father's alcohol problems, his difficult relationship with his father's new girlfriend, and his parents' divorce.
The professionals thus described being concerned with meaning making and interpretation: understanding symptoms as signs that needed to be interpreted with their patients, not as objective facts. Despite this, they also presented the process of interpretation as a negotiation process, in which they had to convince the patients to agree to their explanations so that consensus could be reached. In the focus group, two of the professionals discussed difficulties in the negotiation of meaning and understanding of symptoms: In the example above, the two professionals seemed to posit the view that there existed an objective truth of causality behind their patients' symptoms which they, based on their experience and expertise, could know up-front. In this lies the epistemological stance that one conception of reality is more real than another, and that one can uncover the objective meaning behind any given symptom independent of context. The biopsychosocial model has been criticized for precisely this paradox, i.e. that it is still caught in the separate systems view of Cartesian dualism that places different value on different types of explanations, concerning itself with finding the "right" or the "wrong" causes of patients' suffering, and thereby excluding the patient's illness experience [50] .
Clinical prototypes and explanatory models
Many of the professionals claimed they were working within a holistic framework, and that they relied on the biopsychosocial model in their understanding of illness. However, despite their intentions, the analysis revealed that the professionals' accounts mostly consisted of psychological and social explanations. They saw the symptoms as physical, but explained their causes in terms of psychological trauma, stress or personality variables, such as perfectionism or lack of assertiveness. One psychologist explained how she interpreted the symptoms: The quotation above illustrates how the professionals on the one hand were often wary of psychologizing patients' problems, disliking terms like "good girls", referring to the frustrations many patients experienced in the health system with assumptions of problems being "all in their head" when no direct physical cause could be found. Several of the professionals pointed out how mental health problems had potential stigmatizing effects, and how psychological explanations seemed to have lower status in the health system. On the other hand, they too relied on psychosocial explanations when describing clinical cases.
Two prototypical patients were presented in which the causal explanations for illness, and with them ideas of responsibility and morality, were very different. In the first prototypical category, as demonstrated in the quotation above, the patients were presented as "good girls", typically excelling academically and/or in after-school activities and placing high value on personal achievement and success. The explanations for their symptoms were based on a vulnerability-stress model, one in which the patients had put too much pressure on themselves over time, failing to find ways to relax. Here the professionals' tasks were to make the patient aware of her perfectionist tendencies, and teach her strategies for self-care. By placing the patients within an identity-bearing diagnostic category where personal characteristics were interwoven with the symptoms, the responsibility both for the symptoms development and for the treatment was transferred to the patient. By appealing to the patients' identity as a "good girl", the professional drew their attention to their moral responsibility for taking care of one's health and making an effort to get better [cf. 45] . This placing of responsibility on the patient can be said to be in line with patient-centered care, in which the ideal is to share power and responsibility with the patients, but at the same time, it can be interpreted as serving to legitimize the professional role by lifting the burden of prognostic uncertainty.
By contrast, the other prototypical patient was presented as the "trauma victim". Here the explanation for the symptoms was external factors, e.g. traumatic experiences outside of the patients' control. The responsibility for the symptoms was placed, not on the patients, but on some unknown external factor, and typically, the family became a suspect in the explanatory model. One of the psychologists expressed it like this:
"It's hard to ignore the idea that their family background plays an important part. What kind of relationship they have with their parents, how much support they've experienced. (…)"
There were two ways that the family could be assigned responsibility for the patients' problems: either the primary cause as the scene in which traumatic relational events had occurred, or as a secondary cause, where the family's responses to the symptoms or the family dynamics aggravated the adolescents' condition. One of the physicians described her frustrations at working with families like this: As the quotations above illustrate, in their explanatory models, the professionals presented normative ideas about the roles of the mother and father, about the nature of adolescence and relations between kin. There were several traps that the family, especially the mother, could walk into when dealing with her adolescent child: being overprotective, pushing too hard or being neglectful. Thus, the adolescent was presented as either a person that needed to develop autonomy without too much interference from the parents, or as vulnerable and in need of parental support. The mother was particularly highlighted as having responsibility for balancing and attending to these opposing needs of the child.
As this theme of the epistemological paradox has shown, the professionals work within a complex multilayered field with several tensions and contrasting discourses on biomedicine, health, family, and adolescence. The professionals have to navigate within this field, trying to overcome communication challenges and create meaning for themselves in their work and for their patients, and attempting to create explanatory models that work as mediators to understand the symptoms and legitimize a particular course of clinical action. These explanatory models are, as we have shown, not valuefree, but infused with normative ideals and morals.
The methodological paradox: the uncertain expert Empathy and the dilemma of clinical uncertainty
"We are trained to do our examinations and to find a diagnosis, because if you don't have a diagnosis you don't know what to treat. And here we have a group of patients where we have to tolerate the uncertainty on the same level as them. They don't know what's wrong with them, and we actually don't know either. "
This quotation from one of the psychologists in the focus group illustrates the immense uncertainty that professionals have to endure in clinical work with medically unexplained symptoms. Professionals have to handle different levels of uncertainty: epistemic (our limited understanding of the world around us, including the lifeworld of another), ontological (our descriptions and theorizing, e.g. diagnostic categorization, can never fully capture the essence of lived experience), and prognostic (we cannot predict the future). In an attempt to deal with these many layers of uncertainty, the professionals emphasized the need to come as close to the patients' experience as possible and believe in their suffering. These can be said to be values inherent in the concept of empathy [39] . By cultivating their empathic abilities, they could overcome some of the uncertainty of never being fully able to understand their patients' experiences, and overcome some of the limitations they had in trying to explain and relieve their burden.
In their goal of coming close to the patients' experiences, it also became important for them to represent another way of meeting the patient, as opposed to the typical procedure in other parts of the health system. They built their professional identity around the goal of making right the wrong that other health professionals had done by acknowledging the experiences and believing in the suffering of the patient. Many of them said that the health system was not suited to the needs of these patients, and felt the frustrations of limitations in the diagnostic language, rigid systems, and financial and bureaucratic constraints:
"It's very frustrating when your referrals are declined because the person doesn't fit the diagnostic criteria, when you know that this is a person that's suffering and could have been helped if they'd been given the opportunity. That is one of our biggest frustrations… Diagnostics and the systems we're forced into. "
The professionals' descriptions suggested that they felt that their values were endangered in the current health care system, and they emphasized the need to stand together, creating a collective in-group identity of being professionals:
"We're the professionals, we can override decisions.
And we must. (…) I think it's our responsibility to. I mean of course we should be compliant, but not blindly so. "
In the examples from the focus group given above, the performative role of language became evident as the participants presented themselves as professionals, deeply invested in caring for this group of patients. The pressure to handle patient interactions with great care and sensitivity was based on their knowledge that these patients often had previous experiences of referrals to numerous specialist physicians, a seemingly endless stream of diagnostic testing, the burden of medical uncertainty, and insinuations that their symptoms were only "psychological". As one of the professionals phrased it in an interview:
"We're very conscious of the importance of them feeling understood and never distrusted. Because there are so many others that have distrusted them. "
One of the most essential tasks that they faced as health professionals was thus to create an atmosphere of empathy, trust and acceptance in the clinical encounters. Their ability to do so reflected back on them as professionals, strengthening their role as capable health care providers and distinguishing them from other professionals who had failed to meet the patients' needs. These values can be said to be in accordance with a patient-centered practice, but at the same time, they functioned to strengthen the identity and legitimacy of their professional role, thereby serving to counteract the many layers of uncertainty in the reality of their everyday clinical practice.
The dilemma of the uncertain expert
In dealing with patients with MUS, it was expected of the professionals that they should find a diagnosis that satisfactorily explained the symptoms of the patients and prevented further searching for answers. Going through exclusion criteria, meaning that various underlying causes needed to be checked and ruled out, was a key aspect of the diagnostic process. Many of the diagnostic labels were similar and had overlaps, but only some legitimized the patient's sick role, providing access to publicly funded treatments or social benefits. Thus, the professionals took on the role of a gatekeeper, deciding who deserved to enter the sick role. How patients' symptoms were explained was thus of great importance in the diagnostic process, involving different ideas of morality and responsibility. The systems within which the professionals worked were often seen as the end of the road for the patients, and an important task for the professionals was therefore to reassure them that no more examinations and testing were needed, putting a stop to further referrals and system-initiated patient trajectories. One of the physicians described the diagnostic process as follows:
"Sometimes you feel you have some sort of diamond, that they so desperately want. And then it's sort of up to the clinician to give an approximate evaluation of whether they should have it or not. Some of them can get very disappointed, cry or make a scene if they don't receive the diagnosis they had expected. "
In this description, the professional role is that of an expert or gatekeeper with a firm grip on the answer, the diagnosis, or the "diamond", legitimizing the symptoms for some patients and not for others. In this role, the professionals presented an attitude of suspicion and distrust, aiming at exposing malingerers. Implicit in this lay the biomedical assumptions that they as experts could provide value-free certainty and context-independent truth. This role stood in stark contrast to the caregiving role they had in the context of treatment, where they described the importance of believing in patients' suffering, listening empathetically to their story and supporting them in their process towards recovery.
Many of the professionals emphasized that an important part of being able to perform their job was that they had several years of experience. It was of value to have experience that could aid them in their interpretations and give a sense of certainty. The years of experience gave them a form of tacit knowledge and clinical intuition, providing them with the necessary tools for being able to stand firm in difficult situations and balancing the different roles they had in relation to the patients. It also gave them legitimacy when talking to their patients, helping them in their work of reassurance and trust building.
"Clinical experience and clinical intuition, that's really important for being able to handle this job. It actually helps to have a few grey hairs. They [the patients] can tell that I've been around the block, so they can't just… I look at them and ask 'Do you think I've seen this before?' and they say to me 'Yeah, I bet you have. '"
As the above quotation from a physician shows, clinical experience not only built a sense of certainty in an uncertain and ambiguous field, but it also created legitimacy for them in their professional role, as someone who could be trusted and whose opinions were of value and should be respected. Despite this, many of the professionals said that they did not conceive of themselves as experts, pointing out that it is the patients that do the work in the healing process, by listening to their own bodies and making changes in their lives. As one of the physicians said in an interview:
"I always say, you're the expert, I'm only the doctor. I have to learn from you. "
This sharing of power and responsibility can be said to be in line with patient-centered care. However, the previous examples also show the contrasting roles the physicians assumed, sometimes placing emphasis on themselves as "professionals" with knowledge and experience that could provide them with certainty and guide them in their attempts to give advice or present solutions, while at other times they presented themselves as humble servants without clear answers and merely supporters of the patients' own processes.
Discussion
We have presented a conceptual model for communication challenges in the context of clinical uncertainty consisting of two interrelated paradoxes: the epistemological paradox of explaining the unexplained, and the methodological paradox of the uncertain expert. We have demonstrated the many dilemmas inherent in the uncertainty of MUS that professionals face in their everyday clinical practice, and have shown how they try to solve these dilemmas and navigate within the many complex and disparate discourses on biomedicine, health, adolescence and family.
The epistemological paradox concerns the problem of meaning making and interpretation, and the translation process of experiences and phenomena in the world into concepts that we can understand. Our language not only represents the world, but also creates the world through the interpersonal process of interpretation and meaning making [47] . The problem of MUS can be said to result from the difficulties in conceptualizing and framing symptoms within the theoretical models and taxonomies represented by the biomedical framework [3] , and the translation of complex theoretical ideas into the understanding of individual cases [51] .
The explanatory models created by the professionals provided them with a conceptual framework that allowed clinician and patient to make sense of the puzzling and disturbing phenomena that MUS represents, making the suffering tolerable by creating meaning and pointing towards possible solutions. As such, the explanatory models not only aimed at conveying objective knowledge of truth and certainty, but were also created to emotionally engage, support, motivate, change and empower the patient [43] .
The professionals claimed to be working in accordance with a biopsychosocial model. However, the professionals' accounts clearly revealed that to work within this framework may have been an impossible ideal to live up to in the everyday reality of their practice [cf. 30] . Instead, the explanatory models that the professionals used relied on clinical prototypes that were based on the knowledge provided by their many years of experience, describing how illness could result either from personality traits or from dimensions within the family [cf. 45]. The prototypes served as mental shortcuts that could guide them in their everyday practice, lifting the burden of medical uncertainty. In this way, their approach can be said to be pragmatic, trying to capture both the unique in each patient's story, but at the same time giving them a general understanding that could be applied in their clinical decisions. Studies from general practice have also demonstrated that the epistemological incongruence between disease models and the reality of clinical practice is managed in a more flexible and pragmatic way with more experience [52] .
However, as we have shown, the professionals' explanatory models were not value-free, but were infused with normative and moral imperatives on what constitutes a good life, a good family and a good adolescence. These moral imperatives shifted the responsibility for the symptoms and for the treatment over to the patients in some cases, and to the family (and especially the mother) in others. This tendency to place responsibility on the patients and their families has also been pointed out in previous research, and the concept of "blaming the mother" has been amply demonstrated in studies on family welfare, adolescent health and child protection work [45, 53, 54] .
The professionals tried to overcome the challenges of interpretation and meaning making by relying on alternative forms of communication. They showed a high level of creativity in their application of rhetorical devices and visual tools, like the use of metaphors or reliance on photos or video. The reliance on metaphors to explain symptoms and break down complex ideas into something that can be grasped on a more concrete level has also been demonstrated in other studies as a valuable strategy for handling uncertainty and overcoming communication challenges in clinical encounters [55] , especially relevant to adolescents with MUS [56] .
The professional ideals of our participants were grounded in a phenomenological and interpretive framework, placing value on subjectivity and trying to capture the patient's own experience of his/her lifeworld. However, at the same time the participants emphasized their professional expertise and abilities in revealing the objective truth behind the presented symptoms. In this way, the professionals' accounts demonstrated the multilayered and complex nature of meaning making in clinical work, in that they seemed to create narrative threads from competing paradigms and knowledge regimes at the same time. Studies from general practice have proposed that the problem with MUS for physicians is the epistemological incongruence between learnt ideal disease models, and the reality of meeting patients suffering from persistent illness and distress [52] . This incongruence also seems to exist in specialist health systems, perhaps as a result of the different paradigms and epistemological realities that frame the health system [39] . Much of the somatic health system is founded on a biomedical positivist paradigm where clinicians are seen as experts who should find the cure for the diseased part of the body-machine and replace it. In psychotherapy and mental health domains, however, the ideal is an interpretivist paradigm where patients' symptoms are understood as signs to be interpreted and where healing is a complex interpersonal process of meaning making. Consequently, adolescent patients with MUS are confronted with a health system that is divided in its understanding of their illness.
The methodological paradox concerns the fact that the theoretical underpinnings for understanding the most suitable methods, or best practices, for specific cases, were not compatible in a coherent methodology. This is illustrated by the many opposing and incompatible tasks that the professionals were expected to perform, and the opposing and conflicting roles in the clinical encounters. The professionals tried to overcome the challenges in combining the role of the expert and the uncertainty inherent in the phenomenon of MUS by relying on empathy in the clinical encounters, acknowledging their patients' suffering and aspiring to make the patient an expert on his/her own illness experience. The importance of relational factors like trust, empathy and emotional support in clinical encounters with MUS patients has also been demonstrated in studies from general practice [34, 52, 55] . These ideals can be said to be in accordance with patient-centered practice, and at the same time, they functioned to strengthen professional identity and lift the burden of prognostic uncertainty.
Despite the challenges they experienced and the many paradoxes and dilemmas they were confronted with in their practice, the professionals all claimed that they enjoyed working with this group of patients, presenting themselves as high in expertise and having the necessary capacities to do their job in a satisfactory way. This finding stands in contrast to research from general practice, where the overall picture is that physicians find encounters with MUS patients strenuous and troublesome, the patients often being described as difficult and demanding [18, 27, 29, 30] . The professionals in our study also described challenges in their work, but at the same time they felt that their work was meaningful and fulfilling. Their accounts demonstrated that they were highly invested, building their professional identity around their ability to help and support their patients and offering them something that other health professionals had failed to provide. Being the last resource in a long line of medical encounters for the patients, and also having made a deliberate choice of this line of work through their specializations in pediatric medicine or mental health care, they perhaps felt greater pressure and demands than GPs for finding strategies and solutions to solve the clinical dilemmas and cope with the uncertainty. As we have shown, the professionals assumed a pragmatic and creative attitude in handling their demanding work, both in their communication strategies, their explanations and creation of clinical prototypes, and in their use of empathy and the balancing of expertise and humility in relation to their patients.
Strengths and limitations
Most studies on communication challenges in clinical encounters are from primary care with adult patients [see 52]. Adolescents are a patient group which in terms of health behavior is 'in the making' , where lifelong patterns of self-management of and adjustment to chronic health conditions are established [57] . Research contributing to the understanding of specific challenges in clinical work with adolescents presenting with MUS is therefore of great value.
A limitation of the study is that the findings reveal the professionals' perceptions and interpretations, and do not necessarily reflect what is actually happening in encounters with patients. Such issues should be the subject of observational studies. In the literature on MUS, there is a clear gender difference [2, 5, 58] . It is a limitation of our study that this issue was not included in the interview guide and research questions. To investigate gendered issues should be a topic in future research. Moreover, norms and conventions may influence interview responses and there might have been a certain discrepancy between what the professionals actually thought and what they said. Further, the relatively small sample of professionals from different areas in the health system makes it difficult to draw general conclusions. Accordingly, the findings should not be regarded as a reproduction of reality, but rather a reflection and an interpretation of a reality described by these professionals at a given time and place.
Conclusion
The study illustrates the many dilemmas that professionals working with adolescents with MUS face in clinical encounters, and shows how they try to solve these dilemmas pragmatically to meet their patients' needs. The use of alternative and creative methods of communication seems especially productive for overcoming communicative challenges in clinical encounters with adolescent patients with MUS, and should be studied further. The study also demonstrates the limitations of the biomedical systems of classification on which the paradigm of evidence-based medicine is based, when managing patients with MUS. The idea of medicine being contextindependent and able to provide value-free certainty, even with well-known somatic diagnoses, can be said to be an illusion presented by "the voice of medicine" that creates difficulties and communication challenges in clinical encounters and across health systems [59, 60] . The application of the generalized truths of biomedical science to the unique context of an individual patient's life and circumstances will always be uncertain [51] . By moving away from a positivist and biomedical framework towards an interpretive paradigm, where culturally derived and historically situated interpretations are used to understand the social life-world of the patient, placing value on subjectivity, reflexivity and contextuality in the process of clinical understanding, one can create a more humane health service in accordance with ideals of patient-centered care [43] .
